The purpose of this study was to investigate psychosocial stress in a large sample of cancer patients using an expert rating scale. Specific aims were to analyse the relevance of setting variables (type of clinic, contact initiative, therapy) and gender. A total of 6365 patients were assessed in 105 institutions. Univariate and multivariate statistical analysis of setting variables indicated that patients treated in palliative care settings showed highest distress scores compared to patients recruited from hospitals and outpatient clinics (Po0.001). Significant differences were also found for contact initiative (Po0.001); lowest distress was found in patients who were recruited by routine contact. Patients who asked for psychosocial support or who were recruited by the medical staff showed the highest distress scores. The analysis of therapy groups showed that patients receiving radiotherapy or surgery were not more distressed than patients without therapy. The most distressing treatment was chemotherapy. Gender had differential effects on clinic type (Po0.001) and contact initiative (Po0.001) but not on treatment and diagnosis. Expert rating scales are an important complement for self-assessment questionnaires to evaluate psychological distress of cancer patients in psychosocial studies as well as in routine medical care.
Spitzer-Index (Spitzer et al, 1981) , which assess physical functioning. The first expert rating scale that assesses psychological distress of cancer patients has recently been developed, the Basic Documentation for Psycho-Oncology (PO-Bado) (Herschbach et al, 2004b; Knight et al, 2008) . This is an instrument applicable for all types and stages of cancer. The PO-Bado does not provide psychiatric diagnoses; however, it enables health-care professionals in all settings to carry out a disease-specific and standardised assessment of distress as a basis for decisions and appropriate interventions (Knight et al, 2008) .
The use of expert rating scales has some advantages compared to self-assessment questionnaires. First, they allow one to take the overall impression of the patient into account, including nonverbal behaviour, and to examine aspects of illness experience that are not assessed by self-assessment questionnaires, such as denial. It is defined as an 'y adaptive strategy to protect against overwhelming events and feelings' (Vos and de Haes, 2007) and a very important and frequent coping strategy in the illness experience. Second, expert rating scales can be used for patients who are unable to answer questionnaires due to mental or physical problems.
The purpose of this paper is to analyse distress of cancer patients on the basis of an expert rating. We were particularly interested in the relevance of setting variables (type of hospital, contact initiative, and type of treatment) and gender for the psychosocial stress profile. Furthermore, the influence of diagnosis on psychosocial stress was examined.
MATERIALS AND METHODS

Participants
The total sample included 6365 cancer patients who were treated and assessed between 2003 and 2006. Among them, 4743 patients were recruited from 25 hospitals, 6 rehabilitation clinics, and 4 outpatient clinics. An additional 1613 patients were recruited from an ongoing study on palliative care including 42 palliative care wards, 6 cancer wards, 7 hospices, and 15 outpatient clinics (HOPE-study; Lindena et al, 2005) .
Procedure
Patients were recruited in three different ways: they asked for psychosocial support themselves, they were contacted by doctors and nurses, or they were recruited through routine contact. The PO-Bado interviews and ratings were conducted once at the beginning of medical treatment by clinical psychologists and doctors (n ¼ 58) who received a manual and an interview guideline. The manual gives detailed definitions of each item and criteria for the item ratings. The interview guideline includes instructions for a structured assessment and sample questions for each item.
Measures
The PO-Bado assesses the subjective cancer-related experience of the patient within the last 3 days. The interview takes about 20 -30 min. It consists of the two dimensions physical and psychological distress. The physical dimension contains four items: limitations of everyday activities, fatigue, pain, and one item for other physical complaints. The psychological dimension has eight items: anxiety/worries, depression/grief, helplessness, shame/loss of self-esteem, mood swings, sleep disturbance, cognitive impairment, and other psychological distress. Each item is rated on a five-point Likert scale from 0 (not at all distressing) to 5 (very much distressing), indicating how much the patient suffers subjectively from these illness aspects. Three scores can be evaluated, a physical score (score for 0 -16), a psychological distress score (0 -32), and a total score (0 -48). Additionally, patient's socio-demographic and medical characteristics as well as current treatments are documented.
The psychometric evaluation (Knight et al, 2008) showed satisfactory results for internal consistency with Cronbach's a coefficient of 0.70 for the physical distress items and a ¼ 0.85 for the psychological distress items. Inter-rater reliability (intraclass correlation coefficient) varied between 0.79 and 0.85 for the somatic items and between 0.75 and 0.90 for the psychological items. For convergent validity, Spearman's rank correlation coefficients were calculated for the QSC (Questionnaire on Stress in Cancer Patients QSC R 23 -revised version; Herschbach et al, 2004a) and the HADS (Hospital Anxiety and Depression Scale; Zigmond and Snaith, 1983) and showed substantial correlations with the PO-Bado. The analyses of the discriminant validity demonstrated the ability of the PO-Bado to differentiate patient groups according to gender, disease status, type of treatment, and functional status.
Data analysis
Group differences of PO-Bado distress scores (total scores) were investigated with t-tests and F-tests. To investigate the effects of gender, clinical setting variables (type of clinic, contact initiative, therapy), and diagnoses on distress scores, four two-factor analyses of variance were conducted for type of clinic, contact initiative, therapy, and diagnoses as the first factors and with gender as the second factor. Type III sums of squares were used.
The results of ANOVA for each independent variable are reported first, followed by the mean distress scores for males and females. To account for multiple comparisons, P-values were multiplied by the number of tests when appropriate.
According to the large sample size, statistical significance was assumed at Po0.01. All statistical analyses were carried out with the Statistical Package for Social Sciences (Version 14.0).
RESULTS
First, the characteristics of the sample will be described, followed by the presentation of single stress items for males and females. Second, distress patterns for males and females in different settings will be investigated, followed by the analysis of distress in males and females in the diagnostic subgroups.
Sample
The total sample included 6365 cancer patients. Table 1 shows the demographic characteristics of the sample for males and females. Of the total sample, 66% were females, with a mean age of 59.5 years (s.d. 14.0). Seventy-one per cent of the patients had a partner. The largest proportion of patients was on sick leave (30%) or retired (45%).
Medical data are presented in Table 2 . The most frequent diagnoses of the patients were breast cancer (34%), haematological neoplasias (12%), and tumours of the gastrointestinal tract (18%); 6% of the sample had cancer of unknown cause, rare, or other cancer diagnoses. The most frequent diagnoses for men were tumours of the gastrointestinal tract (26%) and haematological neoplasias (19%). For women, breast cancer (52%), gynaecological carcinomas (12%), and tumours of the gastrointestinal tract (12%) were the most frequent.
Nearly half of the total sample (43%) had metastases and 21% had relapses in their clinical course. The mean duration of cancer (time from diagnosis to inclusion into the study) was 22 months; 11% of patients had a disease duration of more than 5 years. In terms of treatment within the last 2 months, 40% of the patients had surgical treatments, 10% in combination with either chemotherapy or radiotherapy or both therapies. Twenty-three per cent received chemotherapy only and 13% of the sample received chemotherapy in combination with surgery and/or radiotherapy.
Women received more surgeries and fewer chemotherapies than men. Nineteen per cent of the sample had no treatment during the last 2 months. In terms of 'contact initiative', 24% of the patients asked for psychosocial support, 27% were contacted by doctors or nurses, and 49% were recruited through routine contact. The majority of patients were recruited from university and general hospitals (68%), followed by patients from palliative care (26%). Not available for HOPE-study patients.
Psychological distress in cancer patients P Herschbach et al Psychological distress Figure 1 shows the mean distress score for the 12 single items for males and females. The distress pattern indicates a tendency for higher distress for males in the physical dimension and for females in the psychological dimension. The highest distress scores were 'limitations in everyday activities' for males and 'anxiety/worries' for females. All gender differences were significant with the exception of 'shame/loss of self-esteem'. The total distress score for the sample is 17.03 (s.d. 9.53) with a significant difference between males (16.55, s.d. 9.55) and females (17.25, s.d. 9.50; P ¼ 0.005).
An ANOVA was conducted for type of clinic and gender as the two independent factors and distress as the outcome variable. The analysis revealed a significant main effects for type of clinic (F ¼ 124.45, Po0.001) and gender (women4men; F ¼ 18.36, Po0.001) with a significant interaction (F ¼ 19.56, Po0.001). Thus, distress for male and female patients differs according to the type of clinic. Table 3 shows the mean distress scores for male and female patients within the different clinic types. Highest scores for the total sample were found in patients treated in palliative care units and hospices. The lowest scores were found in patients treated in general hospitals. Comparisons of mean distress in various types of clinics were conducted separately for men and women and showed significant differences within males as well as within women (Po0.001). Comparisons between males and females within each type of clinic showed significantly higher scores in women treated in university clinics and rehabilitation clinics.
The second ANOVA was conducted for contact initiative and gender. It showed a significant main effect for contact initiative (F ¼ 329.45, Po0.001) and gender (women4men; F ¼ 17.77, Po0.001) with a significant interaction (F ¼ 7.05, P ¼ 0.001). Distress scores in the three categories of contact initiative differed significantly within males (Po0.001) and females (Po0.001) ( Table 4) . Patients recruited by routine contact showed the lowest distress scores; the highest distress scores were found for patients who asked for psychosocial support. A comparison of distress means between males and females within each category showed that women report significantly higher distress in the category patient initiative and routine contact (Po0.001). No significant gender differences were found in patients who were recruited by doctors and nurses.
In the investigation of the effect of therapies (within the last 2 months) on distress, the ANOVA revealed significant main effects for therapies (F ¼ 72.05, Po0.001) and gender (women4men; F ¼ 36.92, Po0.001), whereas there was no significant interaction. Contrast analysis within ANOVA showed significant differences between no treatment group and patients receiving chemotherapy only, chemotherapy in combination with surgery and/or radiotherapy, or 'other therapies'. Table 5 shows mean distress scores in different therapy categories compared to the no treatment group stratified by gender. The analysis revealed the following results for men: patients with surgery showed the lowest scores similar to the no treatment group followed by hormone therapy and radiotherapy. The highest scores were reported by men with 'other therapies'. In women, a similar pattern emerged: surgery and radiotherapy showed no difference compared to 'no therapy'; highest distress score was reported for 'other therapy'.
Finally, the effect of diagnostic groups on psychosocial distress was investigated in men and women. Significant main effects were found for diagnosis (F ¼ 11.28, Po0.001) and gender (women4 men; F ¼ 11.06, P ¼ 0.001), but there was no interaction effect. Table 6 shows mean distress scores for males and females. In males, the highest scores were found in patients with cancer of the respiratory tract followed by haematological neoplasias; lowest scores were reported by ENT carcinoma patients; overall differences within men were significant, with Po0.001. Women with carcinomas of the respiratory tract showed the highest distress scores followed by gynaecological carcinomas; relatively low scores were found in women with breast cancer, ENT carcinomas, and skin cancer; overall differences were significant in women as well, with Po0.001. Although women reported slightly higher distress than men in every diagnostic group, none of these differences were significant after controlling for multiple comparisons.
DISCUSSION
This is the first study investigating psychooncological distress in a large sample of cancer patients with a cancer-specific expert rating scale. Most of the psychooncological literature is based on studies assessing the prevalence of mental disorders (categorical approach) (Derogatis, 1993; Härter et al, 2001 ), quality-of-life studies (Spilker, 1990; Cella et al, 1993) , or studies using global or specific distress questionnaires (dimensional approach) (Zabora et al, 2001; Herschbach et al, 2004a; Bultz and Carlson, 2006) . We believe that cancer-specific distress measures have the highest clinical relevance (for determining the need of support or planning of psychotherapeutic interventions). Furthermore, the use of expert rating scales has the advantage of examining aspects of experience that are not assessed by self-assessment questionnaires and that they can be used for patients who are unable to answer questionnaires.
In this study, we investigated the expert-rated global distress and analysed the relevance of three distress conditions: setting variables, gender, and diagnosis.
Overall, female patients were more distressed than male patients, which supports findings from previous research (Zabora et al, 2001; Herschbach et al, 2004a; Bultz and Carlson, 2006) . Looking at the analysis in more detail, women reported higher levels of distress in most of the psychological dimension whereas men had higher distress scores in the physical dimension.
To analyse the relevance of the treatment setting for psychosocial distress, the following variables were examined: type of clinic, contact initiative, and type of treatment. Looking at the type of clinic, patients receiving palliative treatment (outpatients care, palliative care ward, and hospice) had the highest global distress scores, which may be related to the severity of disease (somatic comorbidity). Furthermore, there was a significant interaction between type of clinic and gender. Thus, female patients were more distressed than male patients in university and rehabilitation clinics. A possible reason for this finding may be complex confounding effects of diagnosis and stage of disease in these settings.
Additionally, the way patients were selected to participate in this study (initiated by the patient, by medical staff, or by routine assessment) had a significant effect on psychological distress. As expected, patients who were recruited through routine contact had the lowest stress scores. Interestingly, only when patient contact was initiated by the medical staff, there was no gender difference. Otherwise, females showed higher levels of distress than males. Obviously, gender is not a variable that has a major impact on the distress assessment of the staff. In terms of medical treatment, we compared single and combined medical treatment procedures with 'no therapy'. Thus, receiving surgery or radiotherapy (within the last 2 months) is not more distressing than having no treatment. This is also true for men with regard to hormone therapy and for women with surgery plus radiotherapy. Receiving no treatment may be much more distressing. Highest distress was found in patients with 'other therapies'. Assuming that 'other therapies' are complementary or experimental therapies, it is likely that those patients do not have curative treatment options any more. Besides these therapies, chemotherapy is the most distressing procedure. Combinations of therapy such as radio-chemotherapy are not necessarily more distressing than single intervention alone.
Looking at the role of diagnostic subgroups and gender, we found significant main effects for diagnosis and gender but no significant interaction. Patients with gynaecological carcinomas and cancer of the respiratory tract reported the highest levels of distress. In terms of gender, female patients were generally more distressed than male patients but did not differ significantly within the diagnostic subgroups.
Altogether, the study showed that type of treatment has an important impact on psychological distress of cancer patients. However, this does not imply that treatment in general is more distressing than no treatment. Certain types of treatment (surgery, hormone therapy, and radiotherapy) may be related to the hope of survival and may therefore be associated with lower levels of distress. This finding supports previous research on quality of life indicating that objective illness and treatment variables are only weakly correlated with the subjective illness experience (Herschbach, 2002) . The second major result refers to the role of gender. The literature suggests that female cancer patients are generally more distressed than male patients (Zabora et al, 2001; Herschbach et al, 2004a ). This suggestion is partly supported by the current study, as females reported higher overall distress; however, looking at the different dimensions of distress, we found that females are more distressed than males only in terms of psychological distress and not in terms of somatic distress. Relating gender to diagnostic subgroups, we did not find any significant gender differences.
There are some methodological limitations in our study that should be mentioned. The sample included 6365 cancer patients from a multicentre study including 105 institutions, and was associated with the following problems.
First, patients were selected in three different ways: they asked for psychosocial support, they were contacted by doctors or nurses, or they were recruited through routine contact. Thus, patients were recruited consecutively only for routine contact and there may be a selection bias for the other two types of recruitment.
Second, the main aim of our study was the influence of setting variables and gender on psychosocial distress; we are aware that the second aim, the importance of diagnosis, would not be representative in its distribution across the sample.
Finally, it would be interesting to analyse the influence of staff using the rating scale (discipline, job experience, interviewer training, etc.); however, owing to the large and heterogenic sample, this information is not available and should be the subject of future research.
We believe that there are good reasons to use expert rating scales; some of the new and unexpected findings of this study may be based on the use of this scale.
